Introduction
The first model proposed to explain the human sexual response cycle comprised four distinct phases: excitement, plateau, orgasm, and resolution. 1 Years later, another model emphasized the importance of desire in the human sexual response cycle. 2 This current model is a combination of previous models and comprises the following four phases:
desire, arousal, orgasm, and resolution. 3 Sexual dysfunctions are impairments in the sexual response cycle or the presence of pain associated with sexual intercourse. 3 Female sexual dysfunctions (FSD) can take the form of hypoactive sexual desire disorder, sexual aversion disorder, female sexual arousal disorder, female orgasmic disorder, dyspareunia, and vaginismus. In addition to these disorders, recently a new dysfunction called the persistent genital arousal disorder has also been described. 4 Some risk factors for sexual dysfunction cited in the current literature include age, level of education, emotional problems, stress, and a history of sexual abuse. 5 Anxiety seems to play an important role in FSD, but the relationship between both conditions is not completely clear. For instance, sexual worries and fears seem to impair sexual arousal, 6 and nonsexual worries have been shown to affect sexual response. 7 One study also found that women presenting complaints of vaginismus showed higher anxiety scores than controls. 8 The literature suggests that depression has a close relationship with FSD, increasing the risk for development of the latter. In depressed women, hypoactive sexual desire disorder seems to be the most frequent dysfunction. 9 Two studies conducted in Brazil reported the prevalence of any type of sexual dysfunction to be 28 and 49%, respectively. 10, 11 Female orgasmic disorder presented rates between 18 and 29.3%, 10, 12, 13 and a prevalence of 26.7%
was observed for hypoactive sexual desire disorder.
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Moreover, it has been reported that only 18.8% of women seek professional help for sexual disturbances.
14 During pregnancy, the sexual functioning of women was found to be reduced in the third trimester. 15 Women aged 40 to 65 years with at least 11 years of formal education showed the highest rates of sexual dysfunction among middle-aged women. 16 The risk factors cited were lower socioeconomic and educational levels, whereas the predictors of good sexual functioning were having a sex partner and general well-being.
Most studies evaluating sexual dysfunction focus on differences across ages groups, while other suggested risk factors remain inconsistently studied. In this sense, studying women with similar sociodemographic characteristics provides a possibility to understand how other factors possibly interact and influence sexual function. 
Method Participants and procedures
This study used an online questionnaire to collect
data. An advertise describing study aims and researcher information was posted on social networks and sexuality forums and discussion groups. An internet link was provided, and any woman could access and answer the survey. Data were collected for 2 months (May and June 2011).
Inclusion criteria were being female and aged 20 to 29
years. Questionnaires with missing data and women who did not match the age criterion were excluded. A total of 169 questionnaires were completed, and 155 were included in the analysis after application of exclusion criteria. 
Measures Social demographics
Sociodemographic data were collected using the standardized questionnaire Hospital Anxiety and 
Data analysis
Sociodemographic data were analyzed using descriptive statistics and expressed as absolute values and percentages or as means and standard deviation (SD). Contingency tables were analyzed using the chisquare test, Fisher's exact test, and analysis of variance (ANOVA). Significance was set at p < 0.05.
Inter-group differences in the prevalence of sexual dysfunction, anxiety, and depression were determined using the chi-square and Kruskal-Wallis H tests. When a statistically significant difference was found using the Kruskal-Wallis test, 2 x 2 comparisons were performed using the Mann-Whitney test to identify the difference location. Again, significance was set at p < 0.05.
Results
The 155 women were divided into three groups, as follows: single (n = 64, 41.3%), in a committed relationship (n = 64, 41.3%), and married (n = 27, 17.4% Descriptive data for all three groups (single, in a committed relationship, and married) are presented in Table 3 .
Statistically significant differences were observed between the groups in all evaluated variables, except for the FSFI desire domain and anxiety, which were similar across the three groups. Results obtained with the HAD scale and the FSFI in each group are shown in Table 3 . The following variables were additionally examined in women who reached the cutoff point for any of the variables assessed. Intergroup differences were described using the KruskalSexual dysfunction in young women -Pereira et al.
Discussion
The groups selected for analysis showed similarity in most sociodemographic variables assessed, except for age and having or not having children. These two variables were slightly higher in the married group, which was an expected finding, as it is more likely to find married women among older individuals. The higher frequency of children among married women was also expected in comparison to the non-married groups.
Because all three groups were quite homogenous for all other variables, possible differences could be explained by the different current relationship status of the participants.
A review of data collected in the World Mental Health surveys revealed prevalence rates for any type of psychiatric disorder ranging from 18.1 to 36.1%. Anxiety disorders were the most prevalent ones, with a 12-month rate ranging from 6.5 to 12.1%. Depression, in turn, showed prevalence rates from 3.4 to 6.8%. 25 Another study reported anxiety and depression prevalence rates of 6 and 4.5%, respectively.
26
The present study assessed anxiety and depressive symptoms appearing over 1 month prior to the survey and found substantially high rates, namely, 36.1% for anxiety and 21.9% for depression. Even though the instrument used in our study does not allow to diagnose depressive or anxiety disorders, it suggests the presence of mood abnormalities among our respondents, especially in those with sexual complaints. Approximately 30% of the women in our sample was or had already been under psychiatric treatment, suggesting a higher risk of psychiatric disorders in the group assessed. The diagnostic confirmation of these disorders was beyond the scope of the present study.
A previous study assessing the relationship between marital status and mental illness reported that, overall, married people were more likely to have a better mental health and, consequently, a lower prevalence of psychiatric disorders. 27 Another study demonstrated higher rates of mental disorders among single people and in those who live alone. 28 Marital status was identified as a predictor of better mental health, even though this relationship may change as age progresses. 29 An unexpected finding in our study was a higher, The rates of sexual dysfunction found in our sample are similar to those reported in previous epidemiological studies. [10] [11] [12] [30] [31] [32] When analyzing FSFI scores for different domains, desire problems were more frequently identified, as also in a previous study. 11 Even though desire was the most prevalent problem in our sample, no statistically significant difference was found across the groups.
Desire problems were higher among married women The orgasm domain showed high results in this study, with a prevalence rate as high as 53.1% among single women and 44.4% among married women; women in a committed relationship, in turn, showed a prevalence of 23.4%. These rates are higher than others previously published. 30, 34, 35 Another interesting finding was that the single group showed the highest prevalence rate but the lowest mean scores in the orgasm domain (3.01±2.44).
Single women also showed a higher prevalence of disturbances in the lubrication domain (45.3%), in addition to a statistically significant difference when compared to the other two groups. Other studies have reported lubrication problem rates ranging from 12.5 to 45.4%. 24, 35, 36 Finally, sexual pain is a frequent problem among women, with rates ranging from 12.8 to 42.9%. 37, 38 Previous studies have suggested that women aged 20 to 29 years are more likely to experience pain during sexual intercourse. 24, 36 In this study, single women reported a 50% prevalence rate for sexual pain, at a statistically significant difference when compared to the other groups (Table 4) 
